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Erythroblastosis Fetalis 


Gicpert F. Younc, M. D. 
AND 
M. W. Beacu, M. D. 
Charleston, S. C. 


In this paper, we will discuss the principles of 
treatment of erythroblastosis, based upon what is 
known of the pathogenesis and pathology of the dis- 
ease. We will describe a treatment technique, the 
exsanguination transfusion, in some detail; and review 
one case which illustrates how these principles were 
applied to a particular patient. 

Erythroblastosis fetalis, or hemolytic disease of the 
newborn, as it is sometimes called, refers to a disease 
which occurs late in fetal life or shortly after birth and 
is characterized by excessive destruction of erythrocytes 
and by extensive overdevelopment of erythropoietic 
tissue in the hone marrow and other tissues. The dis- 
ease was at one time known by one of several names, 
depending on the outstanding gross appearance of the 
affected infant. Edema, jaundice and pallor were ob- 
served singly or in combination, and the names ap- 
plied to each condition were in turn, fetal hydrops, 
familial icterus gravis, and congenital anemia of the 
newborn. These three conditions became integrated 
as types of the same disease process about twenty 
years ago, when several observers noted that suc- 
cessive infants born to the same parents often showed 
different 
jaundiced, one very anemic, and perhaps one would 


signs of the disease, one would be more 


demonstrate universal edema. However, it was not 
until about twelve years ago, when the Rh factor was 
discovered, that the etiology and pathogenesis of this 
disease became established. 

Some twelve years ago, workers studying erythro- 
blastosis were able to identify an agglutinin in the 
mother’s serum which would react with the father’s 
and the infant’s red blood cells, when the infant had 
erythroblastosis. Thus, it was proved that the erythro- 
cytes of the father and the infant contained a factor 
which the mother’s red blood cells did not contain. At 
about the same time, other investigators developed a 
serum by injecting erythrocytes of Rhesus monkeys 
into rabbits. This anti-Rh serum, as it was called, was 
found to agglutinate 87% of assorted human red 
blood cells. These cells were said to be Rh-positive; 
the other 13% were said to be Rh-negative. Levine 
showed that serum from mothers who had erythro- 
blastotic infants would often agglutinate Rh-positive 





red cells. Then a theory using the Rh terminology 
was formulated, and later proved convincingly, to ex- 
plain the pathogenesis of erythroblastosis. 

The Rh factor is a property of red blood cells which 
contain it. It is an hereditary characteristic and is 
transmitted from parents to offspring, as a Mendelian 
dominate characteristic. However, it is not composed 
of a single allelomorphic pair of genes but rather of 
three allelomorphic pairs, which occupy the same 
locus on the chromosome. The various combinations 
of these genes give rise to eight complexes or geno- 
types which govern the inheritance of the character- 
istic. Of these Rh types, only one, named Type D, is 
usually significant as an antigen; and for purposes of 
this discussion, blood is said to be Rh-positive if the 
erythrocytes contain this factor D and will be said to 
be Rh-negative if they do not. 

The Rh factor, as we have indicated, is an antigen 
capable of provoking an antibody response in certain 
Rh-negative individuals. When they are produced, 
these anti-Rh antibodies can be of two types. One is 
an agglutinin, or complete antibody, capable of ag- 
glutinating Rh-positive cells. The other type is called 
an incomplete or blocking antibody; it reacts with but 
does not agglutinate Rh-positive cells in vitro. 

An explanation for the pathogenesis of erythro- 
blastosis may be outlined as follows: 

1. The Rh-negative mother is immunized by Rh- 

positive red cells of the fetus, or on occasions, by 
a previous transfusion with Rh-positive blood 
cells. 

2. She produces soluble anti-Rh antibodies, which 

are transferred into the circulation of the infant. 

3. The infant’s Rh-positive red cells react with the 

antibody and subsequently hemolize. This results 
in the development of jaundice, anemia, and 
other signs of the disease. 

Ordinarily fetal and maternal formed blood elements 
do not mix. However, at birth, or at other times when 
the integrity of sinusoids of the placenta is interrupted, 
a small amount of mixing of the two bloods can take 
place. Such instances account for the immunization of 
Rh-negative mothers in about one case in twenty, 
when the fetus is Rh-positive. On the other hand, 
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when large quantities of Rh-positive blood (such as 


whole blood transfusions) gain access to the circula- 
tion of an Rh-negative individual, about fifty to sixty 
percent become immunized. This offers an explanation 
why the first one or two Rh-positive infants of Rh- 
negative mothers are frequently normal and why the 
disease occurs with greater frequency in subsequent 


pregnancies. 


In this connection, it might be mentioned that since 
about 87% 
13% 


will be between an Rh-pesitive man and an Rh-nega- 


of the white races are Rh-positive and 
Rh-negative, then about one marriage in seven 


tive woman. About one birth in ten will result from 
such matings. Since about one Rh-negative woman in 
twenty produces anti-Rh antibodies, the incidence of 
erythroblastosis due to Rh incompatabilities is about 
one birth in two hundred. The familial characteristics 
of the disease are striking. Typically one, two, o 
several children of Rh incompatible matings might be 
affected. 


children might have the disease more severely or of 


normal and subsequent ones Subsequent 
about the same degree of severity as a preceding child. 
Rarely does the disease decrease in severity from one 
child to the next. Whether all children of an Rh in- 
compatible mating will be Rh-positive, and therefore 
vulnerable to the disease, will depend on the genotype 
of the father. If he is heterozygous with respect to 
the D factor, only one-half of his children will have 
this factor and consequently only one-half of thes: 
children could develop the disease. It should be 
emphasized that erythroblastosis can be more or less 
severe and is by no means universally fatal. Some in- 
fants recover without treatment, and the mortality 
15-20%, 


patient is 


should not be more than even in the more 


severely diseased, if the promptly and 


adequately treated. 


The clinical features of erythroblastosis occur as the 
direct result of hemolysis of the red cells of the fetus. 
The Rh-positive red cells, having reacted with the 
anti-Rh the reticulo- 
endothelial cells and destroyed. The hemoglobin is 


antibody, are captured by 
metabolized and bilirubin formed. The patient be- 
comes jaundiced and anemic. To compensate for the 
decrease in red cells all hematopoietic elements, in- 
the 
spleen, expand their activity tremendously. Then the 


cluding the extra-medullary sites in liver and 
spleen and the liver frequently become enlarged, some- 
times markedly so. Edema has been related to de- 
creased quantities of serum protein and probably is a 


reflection of the damage which was done the liver. 


These signs, while highly suggestive of erythro 
blastosis, are not necessarily diagnostic because other 
diseases such as congenital syphilis, congenital hemo- 
lytic anemia, septicemia, bile duct atresia, and others, 
may present a remarkably similar picture. These are 
hematological and which, 
however, will confirm the diagnosis when erythro- 


blastosis is 


biochemical observations 


suspected. In erythroblastosis there is 


usually a more or less severe anemia of a normo- 
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chromic macrocytic type. The blood film demonstrates 
an increase in normocytes (nucleated red blood cells). 
Also, frequently there are immature cells of the mye- 
loid series. Jaundice appears early, often as one of the 
first signs of disease and varies from mild to quite 
severe. The infant and the father are Rh+ and the 
mother is Rh—. The 
monstrable anti-Rh antibodies of either the agglutinin 
or blocking types, and a very important anti-human- 


mother frequently has de- 


globulin test is positive. This test, devised by Coombs 
in 1945, bears his name. The reagent for this test is 
rabbit anti-human-globulin serum which is obtained 
through the technique of injecting human serum into 
rabbits until they develop a high anti-globulin titer. 
When purified, this serum will react selectively with 
human globulin. The test is carried out by adding the 
Coombs’ serum to washed red cells of the infant. A 
positive reaction occurs when the red cells agglutinate. 
In erythroblastosis, this test measures the extent to 
which anti-Rh antibodies, which are gamma globulins, 
have reacted with the infants Rh+ cells. A strongly 
positive Coombs’ test indicates that many infant red 
cells have combined with blocking antibodies and are 
therefore vulnerable to destruction 


rapid through 


hemolysis 


The morbid anatomy characterizing erythroblastosis 
fetalis can be summarized simply as that of a marked 
extramedullary hematopoiesis. In addition, there may 
be toxic and obstructive changes in the liver, focal 
degeneration of the brain or kernicterus (which is a 
deep straining of the basal ganglia and extrapramidal 
There the 
cavities and occasionally small hemorrhages, especially 


nuclei ). are often effusions into serous 


of the lung and pericardium. There has been much 
the 


some 


speculation as to significance of kernicterus, 


especially since patients who recover from 
erythroblastosis show residual neurological disorders. 
However, the relationship between symptomatology 
and the gross and microscopic appearance of the brain 


at autopsy, still remains obscure. 


The treatment of erythroblastosis can be divided 
into two phases; the preventive measures and_ the 
curative ones. Whereas the prevention of the disease 
is not the province of the pediatrician, it might be 
mentioned that several measures to prevent the de- 
velopment of maternal anti-Rh antibodies have been 
attempted. Only one such measure has met with any 
success. This method of preventive treatment depends 
on the use of Cortisone and we will mention more 
wbout this in connection with the discussion of the us 
of ACTH and Cortisone in the active treatment of the 
infant ( Other 


which have been tried with less success are to give 


who has erythroblastosis. measures 
other competing antigens, or sodium salicylate, or 
ethylene disulfonate, or a haptene). Interruption of 
pregnancy prior to term has been advocated by some 
to decrease the incidence of erythroblastosis, but this 
procedure has been disappointing in producing more 
healthy infants. If the disease has not been prevented, 


then its occurrence presents the pediatrician with a 
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real medical emergency, where prompt, rational, treat- 
ment might be lifesaving. 


All pregnant women should have their Landsteiner 
and Rh blood types determined early in pregnancy. 
The mate of all Rh— women should have a similar 
study. If the mate is Rh+, estimation of the anti-Rh 
antibody titer in the mother’s scrum sheuld be made 
during the pregnancy. Whether the titer rises or not, 
the obstetrician and the pediatrician should be alert 
to the possibility of the disease occurring and should 
make a thorough evaluation of the infant at birth and 
immediately institute a rational plan of therepy. The 
following hematological and biochemical — studies 
should be made on cord blood: A Coombs’ test, serum 
bilirubin level, bleod type and Rh, red blood count, 
hemoglobin estimation, and a blood smear made for 
nucleated erythrocytes. The infant should be examined 
carefully for evidence of pallor, icteric tint, edema, or 
hepato-splenomegaly. The infant should be observed 
closely during the first several days of life for the 
onset of any of these signs, if none is present at birth. 
If any of these studies establishes the diagnosis of 
erythroblastosis, an immediate transfusion with com- 
patible, type specific blood is indicated. Subsequent 
transfusions should be given to combat anemia as it 
develops. The superiority of Rh— blood for trans- 
fusing these infants is well established, and female 
donors who have never been pregnant and who have 
never received any injection of blood are preferred 
over all others. However, time should not be wasted 
to find such a donor, if other compatible Rh— blood 
is available. Such a treatment, with multiple simple 
transfusions, has done much to decrease the mortality 
in this disease. It has the disadvantage that it does not 
remove the products of hemolized red cells and it ex- 
pands the volume of the intravascular fluid in a situa- 
tion where the heart might already be damaged, due 
to hypoxia of the myocardium or by epicardial hemor- 
rhages. These great disadvantages have led some 
pediatricians to use the technique of exsanguination 
transfusion. By this procedure, quantities of blood are 
removed from the infant and replaced with the donor’s 
blood alternately. When correctly done, this procedure 
prevents the overloading of the infant’s circulatory 
system, and at the same time removes much of the 
hemoglobin breakdown products and a high percent- 
age of the hemolizable infant erythrocytes. In Charles- 
ton, we prefer the exsanguination transfusion treatment 
and use the technique which has been described by 
Diamond Allen of Boston. By 
blood is alternately withdrawn and added through the 
umbilical vein. By using approximately 500cc of donor 
blood, approximately, an 80% exchange of red cells 


and this procedure, 


takes place. In experienced hands, the process is 
relatively safe; but it should not be undertaken unless 
the operator is able to carry out all of the recommended 
safeguards. Diamond and Allen, in an excellent article 
in the New England Journal, (244:39-49, Jan.’ 11, 
1951), describe their treatment, procedural technique, 


and results. We follow their recommendations, which 
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I will outline. 


The infant should be suitably restrained in a heated 
bed or on a heated table. Oxygen should be ad- 
ministered continuously the operation. 
One attendant should be on hand with a mechanical 


throughout 


suction machine to remove secretions or. vomitus from 
the upper respiratory passages. The abdomen is pre- 
pared as for a surgical operation. A gloved and gowned 
operator severs the umbilical cord about one centi- 
meter from the abdominal wall, grasps the umbilical 
vein by its upper edge and removes any clot from its 
lumen. Then, he introduces an 18 guage polyethylene 
tube which has been threaded through a metal guide 
attached to a Toughy adapter of a size which will 
just accommodate the polyethylene tubing. This metal 
guide gives the tubing more stability; and it is in- 
serted to a distance of about 6 cm. from the abdominal 
wall, or until there is a free flow of blood from the 
tubing. The guide is fixed in place through the use of 
ligatures about the umbilical stump. Then the adapter 
is connected to two three-way stopcocks in tandem, 
which are in turn connected to sterile rubber tubes, 
one tube leading from the doncr blood supply bottle 
and one tube serving as an ex'iaust outlet. When all 
equipment is assembled and in place, twenty cubic 
centimeters of blood is alternately withdrawn and ad- 
ministered to the infant. After each 100 cc has been 
exchanged, the venous pressure is estimated by placing 
a ruler on the zyphoid process of the sternum. The 
pressure should never be allowed to rise more than 
70 mm. this the 
pressure measurement, lcc of a 10% solution of cal- 


above level. Following venous 
cium gluconate is injected to combat tetany, which 
might result because of the use of citrated donor 
blood. After about 500cc of blood has been exchanged, 
the infant might be given an excess over the amount 
removed, if the venous pressure is normal. All infants 
who have this procedure, should receive a suitable 


antibiotic to aid in the prevention of infection. 


Diamond and Allen have reported excellent results 
when they use this procedure. They outline three 
separate sets of indications for its use: 


1. The infant has clear signs of erythroblastosis. 


2. Previous children have had erythroblastosis and 
the patient is RH+, or has a positive Coombs’ 
test. 


3. There is an elevation in the maternal anti-Rh 
antibodies above 1:16. This is especially an in- 
dication if the infant is premature and a male. 


Although the giving of whole, compatible Rh— 
blood is by far the most important part of the treat- 
ment, other general or ancilliary measures might be 
of considerable importance. Plasma or serum given 
separately or as part of the whole blood, increases 
the serum protein level, which is often abnormally 
low. Crude liver extract or lipothrophic substances 
(choline and methionine) are recommended by some 
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physicians, to aid and protect liver function. There is 
also an accumulation of evidence which would indicate 
that ACTH or Cortisone might be of great value, both 
in preventing and treating erythroblastosis. Hunter 
and Ross reported recently, in the Southern Medical 
Journal, that Cortisone when given to mothers from 
the onset of labor, until one week after parturition, 
anti-Rh 
when none existed prior to that pregnancy. However, 


would prevent the formation of antibodies 


Cortisone did not prevent a rise in titer in those 


mothers who had previously been immunized with 
the Rh antigen. These authors and others have sug- 
gested that because of its property to interfere with 
the antigen-antibody reaction, Cortisone or ACTH is 
useful in treating the infant after he has erythro- 
blastosis. The weight of evidence at this time suggests 
that treatment with Cortisone will not take the place 
of or abolish the necessity for an immediate trans- 
fusion in treating the diseased infant. Further evidence 
will no doubt be forthcoming which will allow more 
definite conclusions as to the exact role of these potent 
hormones in dealing with the problem of erythro- 
blastosis. 


Most infants who survive the first three months of 
life, continue to live and develop normally. The most 
serious sequelae of the disease are neurological dis- 
orders grouped all together under the inclusive term, 
kernicterus. By kernicterus, the pathologist refers to 
the condition observed at necropsy where portions of 
the patient’s brain are deeply stained a yellow color. 
The coloring material has not been positively identified. 
but it has a special affinity for the nuclei of the extra- 
paramidal system and the basal ganglia. The condition 
occurs only in the more severely jaundiced and usually 
between the second and fifth days of life. It occurs 
more often in males and much more often in immature 
infants. To the clinician, kernicterus refers to almost 
any neurological disorder which develops in a patient 
who had severe jaundice because of erythroblastosis. 
Unfortunately, there is too little correlation between 
the symptoms of the patient and the findings at 
autopsy. It is happy to note that early exsanguination- 
decrease the incidence of 


transfusions serve to 


kernicterus. 


A brief summary of a recent case which we have 
treated in the Pediatric Department, will illustrate 
how some of these principles were utilized in the 
management of a particular patient. The patient was 
transferred to us at the age of twelve hours, from 
another city. She was the third child of these parents. 
The father was Rh+, the mother Rh—, and both sib- 
lings were alive and well, they had had no signs of 
erythroblastosis. There was no record that any anti- 
Rh titers were made during pregnancy. The patient, 
a girl. weighed 6 lbs. 13 07. at birth and was noted 
to become jaundiced shortly thereafter. On admission 
to Roper Hospital, she was markedly icteric, had a 
large liver and a barely palpable spleen. She did not 
have any apparent edema or petechiae. The red count 


was three million, the hemoglobin was 11.5 gms.: 
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there were 50 normoblasts per 100 leukocytes. The 
Coombs’ test was strongly positive, and the blood type 
was A Rh- 


transfusion was given, in which 500cc of blood was 


Shortly after admission, an exchange 


removed and 550cc Type A Rh— was given. Penicillin 
and Synkavite were given daily for five days. The pa- 
tient withstood the procedure well; took a Dryco 
formula satisfactory and began to lose the jaundice 
on the day following the exchange transfusion. On the 
third hospital day the red count was 4.6 million and 
the hemoglobin was 12 gms., and 70cc of Type A Rh— 
blood was given as a simple transfusion. The patient 
continued to get along well; the jaundice disappeared, 
the spleen and liver were reduced in size to normal. 
The patient was discharged to the care of her parents 
on the eighth hospital day, at which time the red count 
had stabilized at 5.3 million and the hemoglobin at 
14.5 gm., and there were no normoblasts on the blood 


film. 


By way of summary we would like to restate some 
practical points in relation to erythroblastosis fetalis. 


1. Women should have their blood type determined 
early in Rh— Rh+ 


husbands, they should have estimations of anti- 


pregnancy and _ if with 
Rh antibodies made during the pregnancy. It is 
equally important to advise her that the chance 
of her being immunized is only about one in 
twenty, and that many Rh incompatible matings 
result in the first several children being normal. 


2. Women who are Rh— and have received Rh+ 
transfusions. have a 50% chance of being im- 
munized. 

3. Rh— women who have had erythroblastic infants 


are likely to have erythroblastotic infants in future 
pregnancies, if the infant is Rh+. One-half of 
such Rh+, if the husband is 
heterozyous Rh+-. All will be Rh+ if he is homo- 
zygous. The succeeding child after an affected 
child, usually has the disease of equal or greater 


infants will be 


severity than the preceding one. 


4. The course of action to be taken during preg- 


nancy with a past history of erythroblastosis 
should take into account the possible advantage 
to the infant, if the mother receives Cortisone 
during the later part of the pregnancy and during 
labor. Usually the pregnancy should not be 
interrupted should be 
taken to have everything in readiness to do an 
exsanguination-transfusion immediately after 
birth. 


prematurely. Measures 


5. When the mother is found to be sensitized dur- 
ing pregnancy, with no history of clinical disease 
in previous siblings, the use of Cortisone should 
be considered. The pregnancy should not be 
interrupted prior to term. The Pediatrician 
should be alert to give an immediate transfusion 
if indicated. 
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6. If the disease is diagnosed clinically in the first 
three days of life, an exsanguination-transfusion 
is probably the best treatment available up to 
this time. 


7. In some 5 to 10% of cases, erythroblastosis fetalis 
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might be due to some other blood incompati- 
bility besides that due to the D type of Rh. The 
treatment of the diseased infant is the same as 
given here, except that donor blood used in the 
exchange transfusion should always be without 
the offending factor, whatever it might be. 


Involutional Depressive States 


R. R. Mevuetre, Jr., M. D.° 


Orangeburg, South Carolina 


At the present time in the United States, the aver- 
age life span of a white male is 65 years, and that of 
a white female is 70 years. When we compare these 
figures with those in 1900, when the average life span 
for the male was 48 years and that of the female 51, 
we can readily understand why we must be concerned 
with the problem of the increasing number of in- 
volutional depressive states. 


DEFINITION 


Involution is defined as “the reverse of evolution, 
or a retrograde change.” Depression is “an emotional 
dejection.” One definition of involutional melancholia 
“an emotional dejection during 





or depression, then, i 
a retrograde change.” Another is that “it is a constitu- 
tional disorder precipitated by organic causes, namely 
glandular failure, as contrasted with schizophrenia 
and manic-depressive psychosis which seem to be 
constitutional mental disorders precipitated by psycho- 
genic factors.” 

By many psychiatrists involutional melancholia is 
considered to be a form of manic-depressive psychosis 
occurring at the involutional period. Within the last 
decade, Kirby has presented strong evidence that 
Kraepelin and Dreyfuss were wrong in calling in- 
volutional states manic-depressive in nature. It is in- 
correct, however, to consider involutional melancholia 
as entirely due to physiological changes introduced by 
the climacterium. It is more likely that the somatic, 
chemical and psychogenic influence of this period are 
instrumental in producing a gradual lowering of re- 
sistance to mental disease. 

This depressive reaction is very similar to what has 
been called “agitated depression” or the mixed type 
of manic-depressive reaction. It is differentiated from 
other depressive reactions, however, by its initial 
occurrence in later life during the general involutional 
period of bodily and intellectual decline, by its 
tendency to long duration, and by the failure of the 
majority of these patients to show spontaneous re- 
covery. 

Nielson and Thompson have shown the marked 
similarity in symptomatology between involutional 


*Acting Medical Director, Edgewood Sanitarium Foundation. 
**Now on active duty in the Armed Forces. 





psychosis and schizophrenia. The  pre-psychotic 
personality of the involutional is frequently similar to 
that of the schizophrenic. However, in the involutional 
there appears to be a more stable personality as 
evidenced by the appearance of the symptomatology 
later than is the case in the schizophrenic or in the 
manic-depressive. 


CLASSIFICATION 


There have been numerous attempts at classifying 
the involutional states. One of these is: 1) Involutional 
state without psychological 
volutional 


manifestations; 2) In- 
melancholia; 3) Involution with ac- 
centuated paranoid trends; and 4) Mixed type. Reiss 
and Hemphill have further attempted to, break down 
involutional melancholia into types corresponding to 
the particular endocrine disturbance existing. Accord- 
ing to still another classification, involutional reactions 
are of two main types: 1) those characterized chiefly 
by depression; and 2) those centering around para- 
noid ideas. The depressed form, usually with ac- 
companying agitation, is the more common. The para- 
noid form is characterized by delusions of reference 
and persecution. In this paper we shall limit ourselves 
to the depressed form or melancholia. 


INCIDENCE 


Involutional depressive states rank seventh as causes 
of first admissions to State Hospitals. The total in- 
cidence throughout the country is not known because 
many patients are treated at home and do not appear 
on public records. Among writers, the ratio of female 
to male patients varies from 3-10 in the female to | 
in the male. All agree that the incidence is much 
higher in females. The average age of the female with 
this psychosis is from 40 te 55 years; of the male 
from 50 to 65 years. The average age at first admission 
is 52 for women, and 55 for men. There is a tendency 
for this disease to be found less frequently in the 
Jewish race, and there is an increased incidence in 
those from rural districts, according to Meyer. It is 
found more often in unmarried 
women, according to Farrow and Franks. 


than in married 
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As has been stated, depression is a type of emotional 
response; it is a feeling-tone associated with a sense 
of loss or at least a sense that something is missing 
from the self or from life. According to Weiss and 
English this depression dates back to early childhood 
period when the individual was deprived of interest 
and affection. The individual may have been an un- 
wanted child; economic or emotional stress may have 
prevented affection toward the child. All through life 
the individual may have pretended not to be hurt by 
frustration and rebuffs; at the climacteric period the 
pressures become too strong, and the individual breaks 
down. 


Another school of thought finds the etiology in the 
psychologists’ “theory of instincts.” It is universally 
agreed that instinct-drives are always associated with 
very strong feeling-states, and the sex instinct-drive is 
no exception. Examples of strong instinct-drives are 
the great affection for the beloved, the willingness to 
suffer for his sake, jealousy or hatred of other con- 
keen 


enjoyment of the sexual act itself, pride in the family, 


tenders for his affection, desire for a home, 
and anticipation of babies. These sex feelings and 
other sex instincts probably have a common physio- 
logical origin, particularly in certain endocrine glands, 
notably the pituitary and the gonads. The hormones 
by these organs of internal secretion, plus the cerebral 
conditioning largely determine man’s sexual behaviour 
Upon reaching the climacteric period, the functional 
capacity of the sex organs tends to decrease, and if 
pathological mental states exist concomitantly, a state 
of involutional depression may arise. 


Psychoanalytic writers support the theory that if 
the ego comes into too sharp conflict with the super- 
ego, it may submit so completely that it will lose its 
strength and such independence as it may have had, 
and will appear weak and insignificant. As a result, 
ideas of guilt and unworthiness will arise and grow 
strong, ending in melancholia. 


The point of view of the psychiatrist is that this 
illness is of multiple origin. There may be some 
hereditary taint in emotional instability. The constitu- 
tional predisposition is also important for the existence 
of the disease. Some of the contributing factors are: 
1) a rigid, inflexible personality; 2) overmeticulous, 
self-domineering personality; 3) worrisome, fearful, 
anxious personality; and 4) personality with inability 
to perceive its own faults. We have, then, an under- 
lying constitutional personality plus a hormonal im- 
balance resulting in vasomotor and autonomic nervous 
system malfunctioning. 


The development of involutional depressive states 
definitely depends upon: 1) a special type of personal- 
ity organization lacking plasticity and having severe 
restrictions in interests; 2) conditioning experiences 
which enhance these weaknesses; and 3) precipitating 
factors in the form of catastrophic occurrences which 
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threaten the sense of security or possessions. 
SYMPTOMS AND SIGNS 


The most typical and expressive symptom is the 
agitated depression. It has been stated, correctly in 
the this that in involutional 
melancholia the patient manifests the most intense of 


opinion of writer, 
all psychic pains. It is the mental disease which is 
more frequently terminated by suicide than any other. 
The patient is continuously worrying about the terrible 
fate that impends. 


Self-accusatory delusions coupled with ideas of 
guilt and sin are frequent. Mixed with this there may 
be ideas of grandiosity along with many somatic de- 
lusion formations. Usually there is no clouding of con- 
sciousness or disorientation. Usually, too, there is an 
active memory present. There is no insight, and judg- 


ment becomes defective. 


Among the signs and symptoms to be found are: 
hot cold 
sweats, cardiac palpitations, fatigability and malaise; 


flashes, flushing of face and_ extremities, 


headaches and emotional instability; angina; inter- 
mittent skin 


pruritis; decreased libido and potency; constipation 


claudication; itching and ano-genital 
and loss of weight; loss of interest in sexual relations: 
irritability and excitability; fear of impending doom. 
Symptoms also include excessive worry about minor 
matters, restlessness, insomnia and unprovoked spells 
of weeping. The patient is worried about the past and 
sees no hope for the future. As the more acute symp- 
toms make their appearance, the patient becomes in- 
creasingly depressed and apprehensive and develops 
marked feelings of worthlessness and self-condemna- 
tion. He is in the utmost despair and feels that there 
is absolutely no hope. He feels he has committed the 
unpardonable Such 
statements as “Oh God, why 


sin. self-accusatory, 


did I do it?” 


despairing 
are com- 


mon. 


These anxious and misery-laden feelings are usually 
accompanied by an increase in motor activity, which 
may range from mere restlessness to extreme agitation 
in which the patient may pace the floor, weeping, 
wringing his hands, pulling his hair, biting his lips, 
and bemoaning his fate. Suicidal impulses are fre- 
quent, and the danger of actual suicide is very great. 


Hypochondriacal delusions are common. The pa- 
tient may insist that his bowels are stopped up and 
will never move again. Some patients steadily refuse 
to eat, claiming that they have no stomach. Feelings 
of unreality and nihilistic delusions frequently de- 
velop, and the patient may feel that he is living in a 
shadow world and that nothing really exists. 


Usually the findings of laboratory and physical ex- 
aminations are normal. 


CASE REPORTS 
Case #1: 


C. C., married female, age 40, was admitted to the 
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hospital September 24, 1948, with feelings of “nervous- 
ness and depression.” History of deaths of mother and 
father without apparent mental disturbance. Two of 
her brothers had “nervous breakdowns” for which 
they received electric shock treatment at State Hos- 
pital. They recovered satisfactorily from their condi- 
tions. One of her sisters seemed to be neurotic and 
was treated, with apparent complete remission. Also 
one of her uncles was treated successfully, apparently 
for involutional syndrome. Patient had usual child- 
hood diseases. For several years she had malaria with 
some jaundice. Onset of present illness followed a 
rather traumatic event, namely hysterectomy in 1943, 
five years previously. There followed a number of 
physiological symptoms of the menopause, mild de- 
pression, agitation, hypochondriasis, loss of appetite, 
increase in religious interest, emotional instability. 
Previous to admission to sanitarium, there was an 
exaggeration of these symptoms with some suicidal 
tendencies. Physical and _ laboratory 
essentially negative. It was the examiner’s opinion 


reports were 
that patient had an involutional syndrome, and she 
was placed on electric shock and insulin therapy in 
with Under shock 
therapy, patient improved rapidly. Following shock 
therapy there was some psychotherapy and occupa- 


association ovarian hormones. 


tional therapy. Patient was discharged on October 31, 
1948 (after five weeks), with marked improvement in 
condition. 
Case #2: 

D. L., married male, age 63, was admitted to hos- 
pital September 8, 1948, with complaints of “nervous- 
ness and confusion.” Patient had one sister who had 
a mental condition. No other apparent contributory 
history. Present illness began noticeably about four 
months prior to admission. He had always been a 
very unsociable, rather retiring type; he was known 
for long hard hours at work; he was always a total 
abstainer. Lately, patient had become very abnormal 
in his sex habits; several long trips seemed to cause 
him to become better. Patient slept very little and had 
some delusions. There was a great deal of constipa- 
tion. He had always been an energetic Christian 
worker. In last six months he had lost twenty pounds. 
He had various hypochondriacal complaints such as 
dizziness, pains in legs and feet. There were some 
paranoidal trends and on several occasions he tried 
to choke his wife. On 
suspicious, had no insight into his mental condition. 


admission he was rather 
His judgment and reasoning were poor; he appeared 
depressed, dejected, tearful and apprehensive. Physi- 


cal and laboratory examinations were essentially 
negative. The diagnosis was involutional psychosis, 
cerebral arteriosclerosis. Patient received electric 


shock therapy, sub-shock insulin, psychotherapy, and 
occupational therapy. He was discharged on December 
5, 1948 (just under three months), as improved. 


Case #3: 
as Wie 


married female, age 50, was admitted to hos- 


ta) 
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pital July 9, 1947, deeply depressed. She was crying 
intermittently, her appearance was dejected, and she 
had an uneasy manner. She was, however, tidy, and 
was controlled but not entirely oriented. She answered 
questions coherently and without overproduction. She 
had delusions, especially concerning finances and her- 
self; she felt that she was unfit for life, and that she 
great sin. Patient admitted no 
hallucinations. She was twenty pounds underweight, 
and much older in appearance than her actual age. 
Patient stated that she worried about everything, 
especially finances, felt she was unable to accomplish 
anything she attempted. She felt that people were 
against her, and worried for fear she wasn’t doing 
right by her husband and children. She didn’t care 
about eating; she expressed fear of menopause. Pa- 
tient had attempted suicide twice, once by drinking 
rubbing alcohol. She stated that she was disgusted 
with life; said she was always religious aid » good 
Catholic until she drank the rubbing alcohol; stated 
she heard God talking to her. Her husband noted a 
gradual downhill course for six months prior to ad- 
mission, with stressed, marked worrying about in- 
significant matters. The examiner's impression was 
involutional melancholia, suicidal. Patient received 
electric shock therapy and insulin therapy to which 
she responded well. There followed a period of re- 
habilitation. She was discharged September 2, 1947 
(just under two months), in a good remission, which 
she has maintained. 





















































Case #4: 

M. W., married female, age 42, was admitted to 
hospital on May 10, 1948. Her general appearance 
and behavior indicated that she was in a depression, 
agitated in type; careless of appearance. She talked 
only when questioned and answered slowly, giving 
free expression to her feelings and sobbing at inter- 
vals. Patient stated that she was married 19 years ago 
and for a while lived with her husband, who was very 
cruel to her. Only after a period of about a year did 
she finally discover that he was psychotic. Since that 
time he has been committed to a Veterans psycho- 
pathic ward. He kept insisting that she have him taken 
out, which was a source of deep worry to her, as she 
knew she could not care for him at home. Patient's 
father died recently after a period of invalidism of 17 
years, during which time patient had full nursing care 
of him. There has been little pleasure in her life since 
her marriage. She has no brothers or sisters and her 
mother is dead. She had been left with the total care 
of her father, and at his death, entirely alone. Soon 
after his death, a reactive depression set in, which 
showed a close resemblance to involutional melan- 
cholia. Patient said life was not worth living, that 
nothing could be done for her, and that she had sooner 
be dead than to be alive if she had to remain as she 
was at that time. Laboratory and physical examina- 
tions were essentially negative. It was examiner's 
opinion that the patient was suffering from reactive 
depression, involutional melancholia, suicidal type. 
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She received electric shock and insulin therapy, oc- 
cupational and psychotherapy. She was discharged 
on July 26, 1948 (after 24% months), with complete 
recovery. 


Case #5: 

Seventy-year old widowed white man was referred 
to hospital on March 14, 1952, by a general practi- 
tioner, because of marked depression and_ suicidal 
threats. History revealed that patient’s wife had died 
a number of years previously, leaving five children for 
him to raise. The patient’s father had committed 
suicide; except for this, familial history was essentially 
negative. According to informants, he was always 
strict with the children, with an exceedingly narrow 
field of interest and no hobbies. He had been able to 
run a satisfactory real estate business until nine 
months preceding this hospital admission. He was 
perfectionistic, and exhibited a history of trends to- 
ward the obsessive-compulsive type of personality. His 
present illness began shortly after a daughter who had 
lived with him for 20 years decided to move to a 
different locality without him. Since Christmas of 
1951 (2% months), he had gradually become de- 
pressed, extremely agitated, unable to sleep at night, 
had a feeling of worthlessness, and had lost approxi- 
mately twenty-five pounds in weight. For several days 
previous to his hospital admission, he had threatened 
to commit suicide because he felt that he had com- 
mitted great sins and was unable to be forgiven for 
them. Mental status of the patient at the time of ad- 
mission revealed an extremely agitated and depressed 
elderly man who stated that he felt life was not worth 
living. He was unable to sit still, unable to con- 
centrate, was indecisive, and had only minimal insight 
into his illness. Re-education, reassurance, small ap- 
petizing doses of insulin, and testosterone therapy 
were instituted, with little response. Because of the 
gratifying results previously obtained by similar pa- 
tients, he was started on periodic electro-coma therapy, 
using the Glissando technique. (At this institution 
there has been no complication arising from the use 
of this technique in approximately 5,000 treatments). 
Following the first three treatments, there began to 
be a gradual abatement of his agitated and depressive 
features. His appetite improved, he began to sleep 
well, and took a fairly active part in recreational and 
occupational facilities. Brief psychotherapy was in- 
stituted with emphasis on the development of hobbies 
and _ other gained approximately 15 
pounds, and there were no signs of depression or 
agitation at the time of his discharge on April 12, 
1952 (two days less than a month). Follow-up in- 
formation reveals that this patient is making an 
excellent social and personal adjustment outside of 


interests. He 


the hospital, and has returned to his original occupa- 
tion. 


THERAPY AND PROGNOSIS 


It has been well said that “Once the diagnosis of 
involutional melancholia is made, the patient is as 
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much an emergency case as an acute appendicitis.” If 
untreated, 25 to 50 percent will attempt suicide. 
Malzbery has shown that patients with involutional 
melancholia have a death rate not only higher than 
that of any other functional psychosis, but well above 
the average of all patients with mental disease. In 
three years in a New York City hospital, there were 
398 deaths in patients with involutional melancholia. 
In involutional melancholia, the death rate is 
that in manic depressives, and four times the 


twice 
death 
rate in schizophrenia. 


Once the patient has been hospitalized, the treat- 
ment par excellence is electric shock therapy. In medi- 
cine it has no equal; the results achieved constitute 
one of the modern miracles of medical science. Before 
giving this type of therapy, a thorough physical ex- 
amination should be made, and any foci of infection 
removed or corrected. Good nursing care is of the 
utmost importance. The nurse must understand the 
patient; must always be on the lookout to prevent 
suicide. Good exercise and rest, along with abundant 
diet, should be given. Once the patient is able to en- 
gage in it, he should be given occupational therapy 
as well as psychotherapy and re-education. In the de- 
pressive stage, benzedrine may be tried. 


Hankinson, Huddart, Werner and many others have 
advocated the use of estrogens and hormones in treat- 
ment of involutional states. They have presented cases 
that have shown improvement after administration of 
estrogens and hormones. 


More recently Freeman has advised the use of 
transorbital lobotomy in those cases in which there is 
failure to get remission after electric shock and pro- 
longed treatment. 


Unlike certain other depressive reactions, in- 
volutional depressions are usually of long duration, 
and these patients seldom recover without treatment. 
However, electro-shock therapy has proved to be 
highly effective in involutional depressions, particular- 
ly in cases where the pre-psychotic personality was 
not too badly warped and where the duration of the 
illness has not been longer than two or three years. 
Psychotherapy with these patients is directed toward 
helping the patient gain insight into his condition, 
and building up his feelings of self-confidence and 
adequacy. Some writers report that as high as 90 per- 
cent of involutional patients recover or show marked 
improvement in from 4 to 6 weeks as a result of a 
combination of electro-shock and psychotherapy. 


However, the prognosis is less favorable in the para- 
noid type or in cases with schizophrenic coloring, and 
most of these latter patients show a gradual intellectual 
disorganization or psychological deterioration not un- 
like that in schizophrenia. 


Occupational therapy and other specific therapeutic 
techniques are often of great value in involutional 
cases. 
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Before the use of shock, it took an average of from 
one to two years for the majority of patients to re- 
cover; the mortality was about 20 percent. Now, as 
high as 70 to 90 percent recover, and the mortality 
has been reduced to about 7 percent. 


The younger the age at onset, and the concomitant 
occurrence of menopause or climacteric, the better 
the prognosis. The adequacy of familial adjustment 
and the higher the intellectual level, the better the 
outcome. Also, the pre-morbid personality and_ the 
manner of onset are important. A timid, hypochon- 
driacal and sensitive patient offers a poor prognosis. 


GENERAL DYNAMICS 


Many women at about the beginning of the in- 
volutional period experience various disturbances. re- 
ferred to as the menopausal syndrome. The symptoms 
consist primarily of hot flushes, headaches, periods of 
dizziness, sweating, irritability, 
insomnia, and difficulty in concentrating. It is ap- 


excessive nervous 
parently due to a decrease in ovarian hormone pro- 
duction, and treatment with ovarian hormone extracts 
is helpful. Endocrine changes may play an interactive 
and aggravating roke in involutional reactions, but 
they are not the primary causative factor. 


The primary emphasis in involutional reactions has 
been placed upon the reactions of a psychologically 
predisposed individual to the severe stresses character- 
istic of the involutional lite-period. 


Investigators have pointed out that many patients 
appeared to have been perfectly normal prior to the 
onset of the acute symptoms. However, frequently 
individuals are adept at concealing their actual feel- 
ings and succeed in presenting to others a false picture 
of self-confidence. These patients frequently reveal a 
background of overconscientiousness, overmeticulous- 
ness, narrow social interests, rigidity in everyday 
living habits, insecurity, and perfectionism. Women 
who have shown excessive jealousy, suspiciousness 
and sexual frigidity are thought to be particularly 
prone to such upsets during the involutional period. 


An understanding of the stresses characteristic of 
the involutional period is of great importance in under- 
standing the psycho-dynamics of involutional re- 
actions. The involutional period marks the beginning 
of the period of general bodily and intellectual decline 
which inevitably will end in senility and death. During 
this period, many individuals realize for the first time 
that their life is almost over, that they will never have 
it to live over again, and that they are committed to 
whatever success or failure they have attained, and 
to whatever way of life they have adopted. 


Each individual reacts to these stresses in his own 
way, depending upon his general personality organiza- 
tion and on the degree of success and independence 
he has achieved, his family attachments, and so 


on. This is particularly true if such general 


disappointment and frustration are accompanied by 
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other common precipitating factors such as financial 
losses, the death of a loved one on whom the patient 
feels dependent, business worries or worries about 
health. 


In much the same way, the patient's ideas of poverty 
are related to the general involutional picture. 


Delusions of sin grow naturally out of the in- 
dividual’s feelings of failure and self-recrimination. He 
begins to feel that he must not have deserved to 
succeed (for it is common in our culture to assume 
that a really good and deserving person who works 
hard is bound to be a success ). 


PREVENTION 


The age-old saying that “An ounce of prevention is 
worth a pound of cure” can be applied in adjunct to 
examining and talking to the patient who has not yet 
reached the climacteriwm, male or female. Try to ex- 
plain that the flexibility and endurance of young tissues 
diminish progressively, and that the pelvic, heart and 
circulatory apparatus as well as the metabolic chem- 
istry all the 
climacteric period. In order that the patient may be 


become increasingly vulnerable at 
able to approach and go through this period with 
little harmful mental effect, there should have been 
developed in advance, as great mental stability as 
possible. 


In the case of women, education should be directed 
to the development of other than instinctive motiva- 
tions. The devaluation of the concept that this is a 
‘man’s world” and that the main purpose of life for 
a woman is reproduction and sexual enjoyment, should 
help to reduce the number of cases. Also, there should 
the great 
hysterectomies that are performed needlessly. 


be a great reduction in number of 


SUMMARY 


With the increase in life expectancy, involutional 
depressive states constitute an increasing problem. 
They are found much more frequently in women than 
in men; in women between the ages of 40 and 55; in 
men between 50 and 65. These states are characterized 
by severe depressions and anxieties, feelings of guilt 
and worthlessness. Generally orientation remains fair- 
ly good. Often patients are severely agitated. These 
patients seldom recover spontaneously, and there is 
serious danger of suicide. 


CONCLUSION 


A number of case studies are presented. Electro- 
shock therapy, psychotherapy, hospitalization, plus the 
other supportive therapies, have resulted in tremendous 
improvement in the rate of recovery. Whereas mortal- 
ity was formerly 20 percent, it has been reduced to 7 
percent, and from 70 to 90 percent recover when the 
above therapies are utilized. 

Bibliography on request. 
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The Charleston Heart Demonstration Unit was set 
up 3% years ago as a cooperative effort of the Charles- 
ton County Health Department and the United States 
Public Health Service to assist in developing a practi- 
cal public health heart program in Charleston County. 
The Unit closed on June 30, 1953, but many of its 
activities will be continued by the groups in the area 
that cooperated in developing its program. Some of 
these groups are the city and county schools, the 
Office of Vocational Rehabilitation, the Cardiac Clinic, 
The Rheumatic Fever Clinic, Roper Hospital as well 
as the Charleston County Health Department. The 
heart disease control program which the Unit assisted 
in developing was planned with the staffs of these 
organizations and with the guidance of the Charleston 
County Medical Society Advisory Committee to the 
Unit. 


Heart Disease control is usually considered in three 


finding, treatment, and prevention 


(for example, rheumatic fever prevention). The role 


categories: case 
of a public health agency in such a program is to 
assist agencies and individuals in the community who 
are already concerned with the problem and to co- 
ordinate their activities. In so doing, it may also help 
these groups find and fill in deficiencies in their pro- 
grams. 

A. The first phase of program development of the 
Heart Demonstration Unit involved case finding of 
In the 
screening program apparently healthy people received 


two types: screening, and a school survey. 
a short check-up designed to indicate suspicion for 
heart disease and /or high blood pressure. The check- 
up consisted of a few history questions, a blood pres- 
sure determination, an incomplete EKG tracing, and 
a brief examination of the heart by a physician. Any 
person 18 years or older who was not under a physi- 
cian’s care for heart disease or hypertension could re- 
ceive the examination. Persons whose screening ex- 
amination indicated suspicion of heart disease were 
referred to their private physicians for complete 
diagnosis, and treatment if it proved to be necessary. 
The Unit later inquired of the physicians whether 
these people had followed through on the referral, 
and if so, whether a diagnosis of heart disease or 
hypertension had been made. Nursing visits to per- 
suade patients to place themselves under their physi- 


cians’ care were made at the physicians’ request. 


4,611 persons were screened. In 608 of these cases, 


or 13%, screening test results were found to be 


1 Report to the Charleston County Medical Society on June 9, 
1953. 

2 Senior Assistant Surgeon 

Heart Demonstration Program, U. S 


(R), former chief of Charleston 
Public Health Service 
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REPORT 


suspicious of heart disease and /or hypertension. 


Before referrals were made, the physicians were 
asked if they felt these patients should see them at 
the time because of the suspicion raised by the screen- 
ing examination. In 543 
dicated that they did. 


instances the physicians in- 


Of the persons referred to doctors, 470, or 87%, 
followed the advice to sce him. A very high percentage 
of these referrals were made by letter only, and did 
not necessitate nurse follow-up visits. 


119 cases were confirmed by the private physicians 
as having heart disease or hypertension, but only 189 
confirmed cases were previously unknown to them. 
Thus, of the total 


‘ 
sequently confirmed as 


group screened, 4% were sub- 


new cases by their private 


physicians. 


The second type of case finding program in which 
the Unit participated was a school survey for heart 
disease, made cooperatively with the city and county 
schools and the Rheumatic Fever Clinic. The Advisory 
Committee of the Medical Society suggested that an 
estimate of the problem of heart disease in school 
children be obtained. The school physicians volun- 
teered to do this as a part of their regular school physi- 
cal examinations. Arrangements were made for each 
school physician to visit the Rheumatic Fever Clinic 
for six consecutive sessions, examining patients and 
discussing the problems of their care with the staff 
of the clinic. Visits were designed to standardize the 
school physicians’ diagnostic criteria for heart disease 
and rheumatic fever in children, and were planned 
upon the basis of their expressed wishes about the 
conduct of the visits and the types of cases they 
wanted to see in the clinic. A syllabus of material to 
be covered was developed with their interests in mind. 
The school physicians prepared a questionnaire about 
rheumatic fever and heart disease, which was used as 
an adjunct to the physical examination. The question- 
naires were distributed through the cooperation of 
the school principals, teachers, and nurses, and were 
answered by the parents of the children examined. 
Although the study was not statistically sound because 
of lack of randomizing in selecting students to be ex- 
amined, as well as because of variability among the 
6 physicians’ diagnostic criteria, it did point out the 
fact that a problem of heart disease existed in the 
schools of this area. 


56 of the students examined were found to have 
heart defects. More striking, perhaps, was the fact 
that 802 other physical defects were uncovered in the 
same examinations 
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A third method of case finding in which the Unit 
was interested was follow-up of selective service 
rejectees who were classified as unfit for military serv- 
ice because of heart defects. This was not carried out, 
however, and is a possible field of endeavor for some- 
one else. 


In making a choice among the various types of 
heart disease screening consideration must be given 
to factors such as cost, efficiency of picking up cases, 
lasting value and acceptance by the local community. 


B. In the treatment and prevention of heart disease 
the physician is the leader of a team of professional 
people which may include such members as a nurse, 
social worker, nutritionist, school teacher, guidance 
worker, etc. Public health agencies assist and co- 
ordinate the community's resources so that optimal 
treatment and preventive services will be available to 
individual patients. The Unit cooperated in several 
efforts of this nature. 


In response to recommendations of the Advisory 
Committee, the Unit made available nutrition services 
for patients in the Cardiac Clinic. Patients were re- 
ferred to the nutritionist by the Clinic physician, who 
indicated how much restriction of sodium he desired 
in their diets or what other type of special diet he 
wanted. In the past year Miss Margaret Freeman, 
State Board of Health Dietitian, has been assigned to 
do this work and will continue to do so in the future. 
Her services are also available for private patients in 
the area, on their physicians’ request. Nutrition serv- 
ices for patients of the Rheumatic Fever Clinic were 
similarly developed, and an effort has been made to 
insure adequate diets for the patients. 


The Unit assisted in coordinating the services of 
the Office of Vocational Rehabilitation with those of 
the Cardiac and Rheumatic Fever Clinics. Emphasis 
was placed on training and counseling younger cardiac 
patients who were not severely limited, but who pos- 
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sibly would become limited in exercise tolerance in 
the future. The services of this agency are available 
to patients of any physician in the area. 


The Unit also participated in the educational pro- 
gram of the Medical College and Roper Hospital. 
Through talks and discussions with the medical stu- 
dents an effort was made to increase their understand- 
ing of public health and of the fact that as physicians 
they would be an important part of the public health 
program. Together with the nurses of the hospital, 
Rheumatic Fever Clinic and Cardiac Clinic, we de 
veloped an outline of uniform care for rheumatic 
fever patients, which is in use in the hospital, the 
Rheumatic Fever Clinic and the State Convalescent 
Home. The Heart Section of the Division of Chronic 
Disease and Tuberculosis, U. S$. Public Health Service, 
and the Medical College jointly conducted a refresher 
course for laboratory technicians in the State on 
standardization of prothrombin determination tech- 
niques, 


With the help of several members of the Medical 
Society, talks on heart disease and obesity were pre- 
sented on the health department weekly radio pro- 
gram. 


Summary 


The Charleston Heart Demonstration Unit, set up 
as a cooperative effort of the Charleston County Health 
Department and the U. S. Public Health Service, car- 
ried on two casefinding programs. In one, screening 
of apparently well people uncovered previously un- 
known heart disease or hypertension in 4% of those 
screened; in the other, a school survey, examination 
of students revealed the presence not only of heart de- 
fects but of other physical defects as well. The Unit 
also participated in providing and coordinating nutri- 
tion and rehabilitation services for cardiac patients, 
and in several education projects 
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CODE OF ETHICS 


Recently, we sat with a group in which the Code 
of Ethics of the American Medical Association was 
being discussed. Following a considerable amount of 
talk, one physician expressed himself as follows: 

“If every doctor would apply the Golden Rule in 
his practice, there would be no need for a code of 
ethics. If any doctor is unscrupulous and dishonest, a 
code of ethics will do him no good. The only thing 
you can do for a man like that is to throw him out 
of any professional organization to which he belongs.” 

There is much meat for thought in those few words. 





GIVING 
The season of the year has come when many doctors 
will be called upon to make contributions to this and 


that organization cee, FT: .. i...&.. 
Red Cross, etc.). Might we venture to suggest to the 


(Community 


physician that he was a citizen before he was a doctor 
of medicine. As a citizen he is a part of his community 
where he has many privileges and certain obligations 
—and one of those obligations is to support the 
worthy causes of the community. Some can give of 
their time and effort and all can give of their money. 
There is no physician whom we know who cannot 
afford to give—and to give liberally. It is his obliga- 
tion—but more, it is his privilege. 





INFANT MORTALITY 


Our Association’s Committee on Infant Mortality, 
of which Dr. J. I. Waring is chairman, has recently 
sent letters to all county medical society secretaries 
and county health officers regarding the reporting of 
births. Since the reporting of births is the concern 
of all general practitioners and obstetricians we have 
been asked to comment upon this matter, so that all 
may help. 


In 1950 a survey was made of the reports of births. 
The completeness of the birth registrations, by coun- 
ties, varied from a low of 37% to a high of 96%. 
Most of the counties fell in the 80% to 95% group. 


One might infer that this was due to a laxness on the 
part of midwives and yet such is not always the case. 
In several counties the midwives were better about 
reporting than the physicians. 

In addition to the failure to report the birth of a 
baby, the committee has had difficulty because of 
the lack of uniformity in the handling of records of 
births and deaths. In various counties these may be 
handled by the health department, clerks of court, 
local registrars, or others. The committee advocates 
that all of these records be sent to the county health 
department. 

The committee requests that all birth records be 
signed immediately after the arrival of the baby. They 
also urge that effort be made to have the county 
health department designated as the place to which 
they shall be sent. 





HUSH PUPPIES 


Last month we stated that we were entering upon 
a research study on the origin of hush-puppies, and 
we asked for information. We wish to report that 
progress is being made. So far we have received two 
accounts of the origin. 

(1) Hush puppies were originated along the coasts 
of South Carolina, below Georgetown, and Georgia. 
On fish-fries the cook would take the batter left from 
making cornbread, drop it in with the fish, and toss 
it to the dogs to keep them quiet, saying, “Hush, 
puppy.” 

(2) An American officer escaped from the British 
in Baden County, N. C., during the Revolutionary 
War. He sought refuge in a farm house. The woman 
of the house, seeing British soldiers coming, hid him 
in a closet. The dog of the house, sensing the presence 
of a stranger, began sniffing and scratching at the 
door of the closet. The woman threw some cornbread 
which she was making to the dog, saying, “Hush, 
puppy.” When the soldiers had gone, the man came 
out of hiding and asked for some of the “hush-puppv” 
bread. 


Will anyone else give us more information. 
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DEATHS 








MARION SINGLETON KIRK 


Dr. Marion Singleton Kirk of Hagood died suddenly 
at his home in Hagood, September 13, at the age of 
eighty-three. 


Dr. Kirk was born at Mt. Pleasant plantation in 
Berkeley County. He received his education at Porter 
Military Academy and the Medical College of South 
Carolina. Soon after his graduation in 1895, Dr. Kirk 
moved to Hagood where he practiced until his death. 


Surviving Dr. Kirk are two daughters, several grand- 
children and four great-grandchildren. 





HERBERT G. 


Dr. Herbert G. Settle, 43, has been missing since 
August 4, when he flew from Charlotte in his plane. 
He was on his way to Charleston to attend the meet- 
ing of the Association of General Practitioners which 
was in session at the time. 


SETTLE 


The only clue found by searchers was the door to 
his plane which was found on the shore of Lake 
Moultrie. 








NEWS ITEMS 





Dr. John M. Hardin has moved to Pickens where he 
is serving as surgeon on the staff of Cannon Memorial 
Hospital. 





Dr. John P. 
offices for the 
caster. 


Allan, formerly of Charlotte, has opened 
general practice of medicine in Lan- 





Dr. Sarah Taylor Morrow has been appointed medi- 
cal director of the Chester County Health Department. 


Dr. James C. John, Jr. of Norfolk, Va., and Reading, 
Pa. has been secured to practice me dicine in Abbe- 
ville. He will occupy the offices of the late Dr. E. L. 
Power. 


Dr. T. E. Fitz, recently of Lakeland, Florida, has 
moved to Rock Hill where he will practice internal 
medicine and cardiology. 


Dr. Dan Moorer, who has been practicing in 
Darlington, is now resident physician at the Saunders 
Memorial Hospital in Florence. 


Dawson, Jr. of Florence, has an- 


Dr. George R. 
Irl J. Wentz in the 


nounced the association cf Dr. 
practice of orthopedic surgery. 





La Belle and Dr. John A. Hall have 
they are associated 


Dr. G. Charles 
recently moved to Marion where 
with the Finger Clinic. 

Dr. and Mrs. 
announced the 


James H. 


birth of a son, 


Pearce of Pamplico, have 
James, Jr., September 


13, at the McLeod Infirmary. 
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A. M. A. NEWS NOTES 


$15,000 FUND SET UP FOR RESEARCH 

Research in the basic medical sciences has been 
given a monetary boost. A grant of $15,000 from the 
William Volker Charities Fund of Burlingame, Calif., 
recently was accepted by the American Medical Asso- 
ciation for research in this area of medicine. The 
AMA’s Committee on Research, through its sub-com- 
mittee on grants-in-aid, will be responsible for 
allocating the monies—in grants of from $500 to 
$1,000—to individual investigators conducting studies 
in the various basic sciences, such as anatomy, 
physiology, embryology. It has been felt that too 
much attention has been paid to clinical applications 
of disease tratement and not enough to action of the 
human body’s normal cells and organs. Grants from 
the “William Volker Fund” should help to stimulate 
a more realistic balance between these two important 
phases of medicine. 


RESULTS OF SURVEY OF PHYSICIANS IN 
SERVICE 


Results of the first six months of the continuing 
survey of physicians separated from active military 
service have been announced by the AMA’s Council 
on National Emergency Medical Service. As of July 
15, 1953, a total of 4,940 questionnaires were sent out 
and approximately 3,270—or 66 percent—were re- 
turned. These questionnaires were set up to show (a) 
general information concerning the physician; (b) the 
extent of military training branch of service, rank, ete.; 
(c) type of work performed ‘vhile in service, 
efficiency of utilization, percentage of time spent on 
the care of military personnel, dependents and other 
types of beneficiaries, staffing conditions for physicians 
and allied health personnel, and (d) comments and 
suggestions regarding the Armed Services and the 
part which organized medicine should play. 

Several interesting points brought out in the survey: 
average total spent in service by those responding— 
23 months; average tour of duty in the U. $.—15.6 
months; average tour of foreign duty—7.4 months; 
average time spent in active service, exclusive of time 
spent in an Army or Navy specialized training pro- 
gram—15.7 months; the majority felt they were 
properly assigned and rotated; willingness to remain 
in service for more than two years was indicated by 
636 physicians . . . . One question, designed to obtain 
suggestions on how me dical societies may be of gre - r 
service to doctors in service, 
50 percent of the respondents. The most frequently 
meal suggestions were—request for more information, 
personal visits by evaluate 
grievances, invite physicians in service to civilian 
medical meetings, assist in preventing evasion of 
military service, provide specialists for clinical con- 
ferences. With regard to over-all staffing conditions— 
576 or 23 percent indicated that they were over- 
staffed; 616 or 25 percent under-staffed and 1,304 or 
52 percent adequately staffed. Comparatively few 
offered additional remarks—53 seemed dissatisfied 
with military service; 171 seemed satisfied with their 
tour of duty. 

Copies of the survey report may be obtained from 
the Council on National Emergency Medical Service. 
PR AT THE GRASS ROOTS. 

PR-wise physicians from coast to coast realize that 
sound public relations begins at home. Creating an 
atmosphere of good will and mutual understanding 
right in the doctor's office is an important goal of any 
medical public relations program. In efforts to cement 
better patient-doctor relationships, several medical 
societies have purchased quantities of the AMA’s 
office plaque, “To All My Patients,” for distribution 
to their members. Recently, the Dade County Medical 
Association in Miami, Fla., ordered 1,000 plaques to 


was answered by only 


civilian physicians to 
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be placed in each doctor’s office in town .... The some outstanding features have been lined up to cover 
Oklahoma State Medical Asscciation requested a the newest techniques in medical practice. Such topics 
supply of plaques for presentation to all incoming as chest in‘uries, compression fractures of the vertebra, 
members. chronic pancreatitis, weed poisoning and chronic 

Designed by the AMA, the plaque encourages pa-  arthritis—drugs and vaccine therapy, will be pre- 
tients to talk over medical care services and fees with sented. Special! features include—fracture demonstra- 
their doctors. Individual physicians may take a cue tions; problems of delivery, manikin demonstrations 
from this and purchase plaques directly from the by leading obstetricians; traffic accidents, an exhibit 
AMA’s Order Department, 535 North Dearborn or combining the experiences of physicians, 


Street, Chicago 10. Ill. Price—one dollar each. the National Safety Council and police de ~partments, 
AMA REPORTS ON MULTIPLE SCREENING 2nd stre ssing the responsibility of the physician in the 
SERVICES prevention of such accidents, and diabetes, which in- 


Bringing together all available information on cludes exhibits and question-and-answer conferences 
multiple screening techniques throughout the country = '™ @® adjoining room. 
was the object of a study recently completed by the The Jefferson Hotel has been selected as the head- 
AMA’s Council on Medical Service. This technique ‘“uarters for House of De legates sessions and Refer- 
involves the use of two or more simple laboratory ¢ ce Committee meetings. All other fe ature s—Scientific 
tests, examinations or procedures, applied rapidly and Exhibit, lectures, motion pictures, color television, 
on a mass basis, to determine presumptive evidence of | Technical Exhibit—will be presented at the Kiel 
unrecognized or incipient disease or defect. In the Auditorium. More than 80 exhibits, with continuous 
AMA’s study, data has been compiled on some 25 demonstrations and plenty of time for personal con- 
multiple screening surveys ranging from small county sult ation, will mi ike up the Scie ntific Exhibit. The 
and industrial plant projects to city-wide and state- echnical Exhibit will feature approximately 150 dis- 
wide programs. Data also has been gathered on some plays covering all tvpes of office and medical practice 
of the single case-finding programs such as mass needs. . 
tuberculosis surveys, diabetes, cancer and heart dis- Plan now, doctor, to attend this worthwhile medical 
ease detection clinics. The report includes comments meeting! 
and conclusions by those directly connected with the REPORT ON GRIEVANCE COMMITTEES 


surveys studied, plus other pertinent information. Just off the presses is a detailed report on county 


PLAN NOW FOR ST. LOUIS! medical society grievance committees. Prepared by 

Singing the “old St. Louie blues” again... physi- the AMA’s Council on Medical Service, this study 
cians and AMA staff members are completing arrange- deals with the organization, functions and operations 
ments for the seventh annual Clinical Session Dec. of 198 mediation committees throughout the country. 
1-4 in St. Louis. This year’s program has been de- To make the data of more practical value, the so- 
signed to give the general practitioner an opportunity cicties have been divided into groups according to 
to see and hear the latest developments in medicine. size. Copies of the booklet are available from the 


A brief glance at the scientific program indicates that Council. 


MEDICAL COLLEGE OF SOUTH CAROLINA 
POST-GRADUATE SEMINAR AND FOUNDERS DAY PROGRAM 
BARUCH AUDITORIUM 
NOVEMBER 3-5, 1953 
POST-GRADUATE SEMINAR 

Tuesday: November 3 

8:30—Registration and Greetings 

9:00—The Treatment of Virus Diseases ------------------------ Dr. Kelly T. McKee 
10:00—The Place of Psychiatry in General Medicine -__------------- Dr. J. J. Cleckley 
11:00—The Management of Psychiatric Emergencies ____---------- Dr. J. H. Marshall 
12:00—The Importance of the Family Doctor in Psychotherapy ----- Dr. R. R. Coleman 
2:00—Treatment of Acute Nephritis in Children ____Drs. M. W. Beach & M. G. Jenkins 
3:00—Present Day Treatment of Epilepsy -_----------------------- Dr. J. I. Waring 


OE EE Ee ae ae Dr. B. O. Ravenel 
5:00—Management of the Premature Infant ___.__.____ Drs. J. R. Paul & E. B. Latham 
Wednesday: November 4 

9:00—Diagnosis and Management of Head Injuries ____ Drs. F. E. Kredel & L. Martin 
10:00—Surgical Diseases of the Colon and Anus ______----------- Dr. H. W. Mayo, Jr. 
11:00—Recognition of Intra-Thoracic Neoplasms __--_--------- Dr, Edward F. Parker 
12:00—The Prevention of Non-Union in the Treatment of Fractures __ Dr. J. A. Siegling 
2:00—Indications for Surgery on the Ovaries & Fallopian Tubes ____ Dr. L. L. Hester 
3:00—Management of Obstetrical Complications _____.__---------~- Dr. W. C. Finger 
4:00—Management of Irregular Menstruation _______________-_~_ Dr. J. R. Sosnowski 
5:00—Obstetrical Analgesia and Anaesthesia __________________~- Dr. H. C. Heins, Jr. 


7:00—Buffet Supper and Roundtable Discussion 
FOUNDERS’ DAY 
Thursday: November 5 
8:30—Registration 


9:00—The Clinical Diagnosis of Congenital Heart Disease ____________ J. A. Boone 
10:00—A Review of 1,000 Maternal Deaths in N. C. _______-_______- Dr. Rebore A. Ross 
11:00—Preventive Measures in Pediatric Practice ______________ Dr. Edward C. Curnen 


12:00—Diagnosis & Treatment of the Pre-Cancerous Dermatoses ____ Dr. E. P. Cawley 
1:00—Medical College Luncheon 

2:30—Thrombocytopenic States __..--.--------------------- . V. P. Sydenstricker 
3: 30—Classification and Symptomatic Treatment of Asthma ___- ~~ Oscar Swineford 


4:30—Clinical-Pathologic Conference 
7:00—Founders’ Day Banquet—Guest speaker to be announced 
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BOOK REVIEWS 





SEXUAL BEHAVIOR IN THE HUMAN FEMALE 
Alfred C. Kinsey and associates. W. B. Saunders, 
Philadelphia 


This book has raised and will continue to raise 
no end of controversy. Based upon the detailed records 
of the sexual behavior of 5,940 women, it, presents a 
picture of Woman which will be considered accurate 
by some, inaccurate by others, and inconclusive by a 
third group. 

The first part of the book deals with the history 
of the study and the methods used in carrying it out. 
It is evident that the investigators have made every 
effort to present a truly scientific report of the informa- 
tion at hand and that the data which they have ac- 
cumulated and recorded will meet the criterion of 
research workers and statisticians. The women were 
asked specific questions and these they answered. 
These answers were tabulated and form the basis of 
the study. 


The second part of the book takes up in detail the 
types of sexual activity among females (pre-adolescent 
sexual development, masturbation, nocturnal — sex 
dreams, pre-marital petting, pre-marital coitus, mari- 
tal coitus, extra-marital coitus, homosexual responses 
and contacts, total sexual outlet ). The third part deals 
with a comparison of the female and male. 


As one reads the book, he begins to find himself 
asking certain definite questions. And it is upon his 
interpretation of the answers which he finds to these 
questions that he will appraise the pow of this vol- 
ume. Were these women questioned a representative 
group? Would it not be true that > Rll women who 
were less bold or promiscuous in their sexual activities 
would be less likely to subject themselves to inter- 
viewing of this type? Granted that this is the largest 
study of its type ever attempted, is it a large enough 
(only 5,940 women) sample upon which to base con- 
clusions for all of womankind? Would it not be natural 
for a woman whose sex code is extremely lax to stress 
her sex urges and actions out of proportion to what 
they really are? 

And then further questions begin to come. Is woman 
merely a human female animal—a little higher than 
the beasts of the field, to be sure—but yet just an 
animal? Is she not an immortal soul who must weigh 
her actions in terms of her relationship to her Maker? 
Are expediency, social customs, public opinion and 
psychological studies the code upon which one de- 
velops her course of action or are there fundamental 
and unchanging principles of right and wrong which 
should guide one as to what she should or should not 
do? 

As one reads the book he gathers the distinct im- 
pression that woman is an animal and that her conduct 
should be based upon those principles which can only 
be worked out by more careful scientific study. The 
authors are of the opinion that there is no moral or 
religious code now in existence which will show the 
woman the way in which she should go. 

Such a solution might suffice for those who hold 
no strong religious belief but it will not suffice for 
those who are sincere believers in Christianity. 

As a purely scientific study, this book should prove 
of distinct value to those who are working in fields 
which deal with social and emotional experiences in 
woman. But, the reader asks, is it of value to the rank 
and file of girls and young women? Was it the most 
ballyhooed scientific book of the age so that it would 
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bring needed information to those in want, or was it 
to bring more money into the coffers of the scientific 
institute in which the writers work, and of the 
publishers? 


For two or three years this book will be widely 
read and discussed and then, in our opinion, it will 
take its place on the scientific bookshelf where it 
rightly should have been put in the first place. In the 
meantime it will stir up much discussion, be praised 
and damned, and do both harm and good. 





The Epidemiology of Health. 
editor. New York Academy of Medicine Book. Cloth. 
$4, Pp. 197. Health Education Council, No. 10 Down- 
ing St., New York 14, 1955 


Iago Galdston, M. D., 


This is a collection of connected and consecutive 
chapters by eminent leaders such as Owsei Temkin, 
John E. Gordon, George S. Armstrong, Ralph Gerard, 
Haven Emerson and others. Its theme is the possibility 
of propogation of health. Health for a doco > a can 
be made much more than the absence of disease; it 
should become a dynamic state of physical and mental 
wellbeing based on the best possible relationship be- 
tween man and his environment. 


The book presents a plea for the development of a 
popular desire for health at its best, and abandonment 
of the older concept of health education through fear 
of disease. Even though the goal is distant and difficult, 
it is worth the effort. We must go a long way to 
achieve the state which Dr. Leo Price describes. “At 
this time the concept being advanced is that health is 
no longer merely the absence of disease. That it is a 
dynamic state of physical and mental well-being in a 
setting of economic plenitude, secure family life, pro- 
tected childhood, adequate housing, satisfactory 
educational opportunities and old age security.” Is 
this too Utopian to be expected as a permanent state 
in which man, the fighting animal, can pursue his life? 


The book gives a rather long resumé of the epide- 
miology of disease as a background to the new concept 
of epidemiology of health. There is discussion of 
health practices in industry, in the army, in mental 
hygiene, and in other fields. The most readable portion 
of the book is in the last four chapters, in which cer- 
tain proposals of a practical though broad nature are 
offered for progress in securing the desired ends. 


J. I. Waring, M. D. 





Bought Any New Medical Books Lately? 


Your older volumes would be gratefully received by 
the physicians, hospitals, and universities of Israel. 
Especially needed are books in the following cate- 


gories: 

All Medical Specialties Mental Hygiene 
Anatomy Military and Naval 
Aviation Medicine Medicine 
Bacteriology Nursing 
Biochemistry Nutrition 

Biology Pathology 
Chemistry Personal Hygiene 
Dentistry Pharmacology 


Physical Medicine 
Physiology 

Psychiatry 

Psychology 
Psychosomatic Medicine 
Public Health 

Surgery 

Veterinary Medicine 


Endocrinolog, 

First Aid 

General Practic« 
Gynecology & Obstetrics 
Hospitals 

Industrial Medicine 
Internal Medicine 
Medical Dictionaries 
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If you can spare any of these books, in good condi- 
tion and published since 1940, please send them by 


prepaid parcel post to: 
Books for Israel 
115 King Street 
New York 1, N. Y. 


AROLINA MeEpiICcaAt ASSOCIATION 
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NOTE: Up to 70 Ibs. may be sent by parcel post, 
at £c for te first pound, and 4c each additional pound, 
marked “BOOK RATE.” Please give return address of 
individual or organization, so that your gift may be 
wcknowledged. Funds for shipment from New York to 
Israel have been provided under Point IV, U. S. State 
Department, sponsors of this project 





WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. David A. Wilson, Greenville, S. C. 


Publicity Secretary: Mrs. N. D. Ellis, Florence, S. C. 





CHAIRMEN OF STANDING COMMITTEES 
WOMAN’S AUXILIARY 


National Bulletin 
Mrs. J. W. Kitchin 
Liberty, S. C. 

Convention 
Mrs. I. H. Grimball 
210 Pine Forest Drive 
Greenville, S. C. 

Mrs. W. M. Edwards 
213 Pine Forest Drive 
Greenville, S. C. 

Doctor’s Day 
Mrs. John C. Ramsbottom 
313 Andrews Building 
Spartanburg, S. C. 

Finance 
Mrs. T. A. Pitts 
1725 Maplewood 
Columbia, S. C. 

Jane Todd Crawford Memorial Fund 
Mrs. Alton Brown 
904 Myrtle Drive 
Rock Hill, S. C. 

Mrs. J. W. Chapman 
11 Warren Street 
Walterboro, S. C. 
Mrs. R. W. Tucker 
139 Janeway 
Greenwood, S. C. 

Legislation 
Mrs. J. Kilgo Webb 
140 W. Mt. View Ave. 
Greenville, S. C. 

Membership 
Mrs. E. Gordon Able 
Newberry, S. C. 

Publicity and Press 
Mrs. W. W. Goodlett 
306 Longview Terrace 
Greenville, S. C. 

Mrs. N. D. Ellis, Jr. 
1322 Edgewood Ave. 
Florence, S. C. 

Public Relations 
Mrs. John O. Fulenwider, Jr. 
Pageland, S. C. 

Printing 
Mrs. I. O. Brownell 
24 Broughton Drive 
Greenville, S. C. 

Research and Romance of Medicine 

Mrs. Newton C. Brackett 

Pickens, S. C. 


Revisions 
Mrs. Kirby D. Sheal 
1419 Blanding Street 
Columbia, S. C. 
Student Loan Fund 
Mrs. V. W. Brabham, Sr. 
120 Carolina Ave. 
Orangeburg, S. C. 
Mrs. Sam Orr Black, Jr. 
197 Park Hills Drive 
Spartanburg, S. C. 
Today’s Health 
Mrs. John Bell 
561 Bryte St. 


Greenwood, S. C. 


CHAIRMEN OF SPECIAL COMMITTEES 


American Medical Education Foundation 
Mrs. W. M. Lyday 
14 Ashley Ave. 
Greenville, S.C. 
Civil Defense 
Mrs. R. L. Sanders 
224 Harden Street 
Columbia, S. C. 
Nurse Recruitment 
Mrs. Alton Brown 
904 Myrtle Drive 
Rock Hill, S. C. 
Mental Health 
Mrs. Weston Cooke 
916 Beltline Blvd. 
Columbia, S. C 
COUNTY PRESIDENTS 
Aiken 
Mrs. Eugene Hall 
Aiken, S. C. 
Anderson 
Mrs. Henry Jordan 
2312 Whitehall Ave. 
Anderson, S. C. 
Charleston 
Mrs. Geo. H. Orvin 
106 Murray Blvd. 
Charleston, S. C. 
Edisto 
Mrs. Albert B. Wolfe 
Box #8 
Orangeburg, S. C. 
Greenville 
Mrs. E. Arthur Dreskin 
25 Woodvale Ave. 
Greenville, S. C. 
Kershaw 
Mrs. John M. Brewer 
Kershaw, S. C. 
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Newberry 
Mrs. Ralph P. Baker 
1905 Main Street 
Newberry, S. C. 

Pee Dee 
Mrs. Kenneth G. Lawrence 
313 Timrod Park Drive 
Florence, S. C. 


Pickens 
Mrs. T. P. Valley 
Pickens, S. C. 
Richland 


Mrs. S. E. Wheeler 
1400 Cambridge Lance 
Columbia, S. C. 
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Spartanburg 
Mrs. Wm. H. Hamilton 
101 Lakeview Drive 
Spartanburg, S. C. 
Sumter 
Mrs. C. B. Burns 
116 Bland Ave. 
Sumter, S. C. 
Third District 
Mrs. Jordan Holloway 
Ware Shoals, S. C. 
York 
Mrs. J. Rufus Bratton 
328 Oak Drive 
Rock Hill, S. C. 





THE TEN POINT PROGRAM 


M. L. MEADORS, ExXecuTIveE SECRETARY AND COUNSEL 





ACADEMY OF GENERAL PRACTICE 
ITS OBJECT AND PURPOSES 
R. L. Crawrorp, M. D.° 
Lancaster, S. C. 

Mr. President, Members and guests of the Pee Dee 
Medical Socicty. I consider it a privilege and distinct 
honor at being asked to appear on your program. | 
hope that I will be able to convey to you a little in- 
formation about the Academy of G. P., what it stands 
for and is trying to accomplish. I am a Novice at 
public speaking and if I do not talk loud or distinctly 
enough, please feel free to yell out. 

I think I should first give you a short resume of the 
history of the Academy. It was organized six years ago 
in Atlantic City, New Jersey, and is now the third 
largest medical organization in the United States, 
having a membership of 16,000. National headquarters 
is in Kansas City, Missouri, where a new headquarters 
building will be under construction during 1954. No 
other medical organization has equalled this record of 
building its own headquarters within seven years of 
its inception. The fifth annual scientific assembly was 
held in St. Louis, Mo., during March 1953 with a 
total attendance of over 2,500 doctors. The official 
journal of the organization is known as G. P. and en- 
joys the reputation of being one of the best medical 
periodicals in this country. 

The objects and purposes for which the academy 
was formed are as follows: 

(1) To establish an organization of general prac- 
titioners of medicine and surgery that will promote 
and maintain high standards of the general practice 
of medicine and surgery. 

(2) To encourage and assist young men and women 
in preparing, qualifving, and establishing themselves 
in general practice. 

(3) To preserve the right of the general practitioner 
to engage in medical and surgical procedures for 
which he is qualified by training and experience. - 


*Address delivered by Dr. R. L. Crawford, President S. C 


Academy of General Practice, before the Pee Dee Medical 
Association, July 16, 1953. 





(4) To promote the science and art of medicine 
and surgery and the betterment of the public health; 
and to preserve the right of free choice of physician to 
the patient. 

(5) To 


courses for general practitioners, and to encourage 


assist in providing post-graduate study 


and assist practicing physicians and surgeons in 
participating in such training. 

In trying to maintain a high standard of practice 
among its members, the academy is unique in re- 
quiring its members to attain a minimum of 150 hours 
of post-graduate study every three years. This may be 
divided into 50 hours at county and hospital staff con- 
ferences, 50 hours at state and national meetings, and 
50 hours of formal post-graduate study. Home study 
courses are acceptable as formal courses from physi- 
cians especially in sparsely settled areas. Each state 
organization is being encouraged to develop formal 
courses within its boundaries for the convenience of 
the members. Some states now have teams of post- 
graduate instructors from local medical schools to give 
seminars in the various sections of the state at quarter- 
ly meetings. During the past year 464 members wer 
dropped from the rolls because of failure to comply 
with the post-graduate study requirements. During the 
academic year of 1951-1952 the number of post- 
graduate courses increased by about 300, and the 
attendance by about 20,000 over the year 1950-51 as 
shown by the council on medical education and hos- 
pitals of the A.M.A. 

It is the opinion of our commission on education 
that to better prepare under-graduate students of 
medicine for general practice a department of general 
practice should be established in our medical schools 
headed by a general practitioner of medicine and sur- 
gery. The preceptorship type of program to expose the 
student in his formative years to the problems and 
challenge of general practice has been endorsed by the 
academy, and is now being utilized by twenty-five 
medical schools in this country in their teaching pro- 
grams. The number of approved residencies in general 
practice has increased from 224 in 66 hospitals a year 
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ago to 371 in 93 hospitals as of January Ist this year. 
There are now sufficient opportunities for advanced 
training in general practice. 

The commission on hospitals has an active program 
of disseminating information on the principle of or- 
ganizing and operating a general practice department 
in the general hospital. During the past five years it 
has developed a “Manual on General Practice Depart- 
ments in Hospitals.” It is the opinion of the com- 
mission that the General Practice Department should 
be comparable to other staff departments. Its re- 
sponsibilities are both educational and administrative. 
If, and when desirable, the general practice depart- 
ment may be made responsible for conducting the out- 
patient clinics. The members of the general practice 
department shall participate with other comparable 
groups of the staff in all staff activities of an ad- 
ministrative nature. Members of the general practice 
department shal! participate in the education of in- 
terns, residents, nurses, and the department shall be 
responsible for all training programs for general prac- 
tice. General practice is not a clinical service and no 
patients are admitted to it. And since this is the case, 
its members shall have privileges in the clinical serv- 
their 

de- 


ices of the other departments according to 


skill, 


termined by the evaluation and recommendation of 


demonstrated ability, and judgment as 
the Credentials Committee. Conferences are now and 
have been carried on with the American Hospital Asso- 
ciation trying to acquaint them with the principles of 
our manual. 

To be eligible for membership in the academy the 
applicant must be a physician engaged in the general 
practice of medicine and surgery. He must not limit 
his practice to any one field of medicine or surgery. 
He must be of high moral and professional character. 
He must have been graduated from a medical school 
ipproved by the A.M.A. He must be duly licensed to 
practice in the state or province in which he practices, 
and must be a member in good standing of his state 
and county medical societies. He must have had at 
least one year of rotating internship at an acceptable 
hospital or the equivalent in post-graduate training. He 
must have been engaged in the general practice of 
medicine for at least three years preceding the date 
of his application for membership. 

I have attended every state and all five national 
meetings of the academy. The attendance is excellent 
and _ the are of the caliber 
designated to teach everyone in attendance as much 
as possible about the subjects discussed. The program 


programs highest and 


is so arranged that it is possible for every member 
present to attend every paper and discussion given at 
the convention. 





SHOP TALK IN BRITAIN* 
A long-hoped-for opportunity to visit Great Britain 
was realized by your Observer last July. He had no 
business to transact in that country, as this was strictly 


*Medical Annals of the District of Columbia, September, 1953. 
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a vacation and he was resolved to leave matters of a 
medical nature behind. But, like so many resolutions, 
this one was not kept. He could not refrain from en- 
gaging in shop talk—this time, except in one instance, 
with people having no connection with the medical 
profession and whom he met casually in his travels 
around the country. 


Of each of his “victims” he asked this question: 
“What do you think of the National Health Service?” 
or, “Are you satisfied with the medical service you re- 
ceive through National Health Service?” He was care- 
ful to state his occupation, that he was not seeking to 
convince anyone of his views, and that he desired hon- 
est opinions. In no instance was there reluctance to 
wnswer his questions; in fact, your Observer has good 
reason to believe that all the individuals with whom 
he spoke were completely frank. 


Among those who stand out in his recollection is a 
British railway employee, an Inspector, whom he met 
on the platform of Paddington Station in London just 
before his train pulled out. A middle-aged, obviously 
intelligent and rather handsome man, he responded to 
your Observer's inquiry by saying: 


“You know, you shouldn't ask me that question be- 
cause I'm afraid you will not get the answer you would 
like. 1 am a member of the Socialist Party from R-_-_” 
(a city near London). The Health Service, he said, 
was in its infancy and he was certain that its defects 
would be remedied in timre. Among the defects, he 
deplored the demands made on general practitioners 
by many people not in need of medical care. He cited 
his own physician as an example. Often, when he re- 
turned home late at night, the lights were still burning 
in the doctor’s office. Being a close friend of the doc- 
tor, the Inspector learned firsthand how impossible it 
was for him to practice his profession as he should. 
The cost of operating the Health Service had also sky- 
rocketed because of the growing demands among pa- 
tients for both services and drugs. The Inspector said 
he had seen too many people returning home with 
large supplies of drugs which they could not possibly 
use. Finally, he remarked on the paper work of the 
general practitioners as adding unnecessarily to their 
burdens. But in spite of these and other shortcomings, 
he insisted that the Service would some day become 
what he and many who thought the same way had 
hoped for. 

By coincidence, it was on the train leaving Padding- 
ton Station that your Observer stimulated a discussion 
which generated some heat. A young British soldier 
had attracted his attention in the dining car. He 
obviously wished to enter into a conversation, but as 
he sat across the aisle, it was rather awkward. Later, 
however, your Observer happened by his compartment 
and dropped in. It developed that the soldier had been 
an Oxford student and that his family had considerable 
means. Your Observer asked the usual questions. “No,” 
he said, “my family does not use the Service. We em- 
ploy private physicians.” Nevertheless, he felt that the 
Health Service, despite its imperfections, was good 
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for the people of England. He agreed that, at the 
present time, quality was being sacrificed for quantity, 
but this, he felt certain, would be improved. 

In the midst of the discussion, a tall, attractive, 
middle-aged woman entered the compartment. She, 
your Observer learned later, had an unusual vocation— 
she was a judge at dogshows — and had traveled 
widely, once to Madison Square Garden in New York. 
She entered spiritedly into the conversation. “The 
Health Service is the worst thing that has happened 
to England,” she said. She related personal experiences 
as evidence of the deterioration of medical service since 
the Government had taken over. Physicians, she in- 
sisted, were no longer as interested in patients as they 
were previously. She tried, with little success, to con- 
vince the young soldier that his views were immature 
and were due to his youth and inexperience. The 
soldier asserted that the Health Service was a part of 
a social development which was inevitable in modern 
society. 

While waiting in the Victoria Bus Station for trans- 
portation to the airport, your Observer talked with a 
Scotsman who was an advertising agent. His sister 
and brother-in-law with a young child were also wait- 
ing for transportation. No, they didn’t like the Service 
—too impersonal, they said. Doctors didn’t care about 
people as they used to. Furthermore, they paid more 
in taxes for the Service than they would in fees if 
there were a private system of medical care. 

These samples are pretty much of a pattern. As 
expected, there were people for and against National 
Health Service, but the majority seemed to feel that 
the Service was a good thing, and that, in time, its 
defects would be remedied. 

Your Observer does not pretend that these random 
conversations on a hasty trip through Britain justify 
any They significance, of 
course, the most important being that, despite the ob- 
vious shortcomings of the National Health 
medical care of the people is now an accepted function 
of the Government. In other words, Britain’s Health 
Service is here to stay. It may be altered in many ways, 
but it is now an integral and permanent part of the 


conclusions. have some 


Service, 


country’s social program. 





THE PROGRESS OF VOLUNTARY 
HEALTH INSURANCE 


The American people voluntarily increased their 
protection against the unexpected costs of hospital, 
surgical and medical care to new record high levels in 
1952, the Health Insurance Council reported today 
in its annual survey of accident and health coverage 
in the United States. Every section of the country 
participated in the gains, the Council said. 

Cash benefits flowing from voluntary health pro- 
tection aggregated more than $2 billions in 1952, the 
Council stated in its first public estimate of these 
figures. About half this amount went to help meet the 
cost of hospitalization, and over a half billion dollars 
towards and doctors’ bills. 


more went 


operations 
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Another half billion dollars represented benefit pay- 
ments by insurance companies replacing income lost 
due to accident or sickness. Thus voluntary health pro- 
tection is now taking care of a substantial part of the 
nation’s health bill, the Council stated. 


The total number of persons covered against hos- 
pital expense approached the 92-million mark at the 
end of last year, the Council reported. This represented 


an increase of more than 5-1 /2 million, or 7 per cent, 
over 1951. 


More than 73 million persons were protected against 
the cost of operations under surgical expense coverage 
at the end of 1952, the Council said. This figure repre- 
sented an increase of more than 7-1 /2 million persons, 
or 12 per cent, over the year before. 


Approximately 8 million more persons than in 1951 
were protected against doctors’ bills under medical 
expense coverage at the end of last year, the Council 
stated. This increase brought the total number of per- 
sons so protected to nearly 36 million and represented 
an increase of 29 per cent, over 1951. 


The number of persons protected against loss of in- 
come due to disability exceeded 38 million at the end 
of last year, a new high mark, the Council stated. 


The year likewise saw increasing public acceptance 
of major-medical expense coverage, the newest form 
of voluntary health protection designed to help meet 
the catastrophic costs of very serious illness. Nearly 
700,000 persons had this form of protection at the end 
of last year, the Council stated. 


Broadly speaking, major-medical expense coverage 
takes up where the customary forms of health pro- 
tection—hospital, surgical and medical care—leave off. 
It provides maximum benefits ranging from $2,500 to 
$10,000. This maximum may apply to any one illness, 
to any one family member, or to the total payable in 
any one year. To keep the cost of this protection down, 
major-medical expense coverage is written with a 
deductible feature, as is automobile collision insurance. 
Likewise, through co-insurance, it makes the person 
protected responsible for a share of the costs of care 
above the deductible amount, thus encouraging the 
use of only such health services as are really needed. 


“The development of major-medical expense cover- 
age,” the Council stated in its report, “is further evi- 
dence of the willingness of the insurance business to 
experiment in the public interest and to take steps to 
meet a recognized public need. It testifies to the alert- 
ness of the companies writing accident and health pro- 
tection in recognizing the need for broader coverage 
than had heretofore been available, and thus reflects 
the inherent vitality of the voluntary health movement 
in this country.” 


Organizations covered in the Council report include 
insurance companies, Blue Cross, Blue Shield and 
various other independent plans sponsored by business 
and industry, employee benefit associations, and private 
group clinics. 
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The Council is an organization of nine associations 


in the insurance business made up of companies 
writing the various forms of protection against hospital 
and medical costs and the loss of income due to dis- 
ability. Its members are: American Life Convention, 
American Mutual Alliance, Association of Casualty and 
Surety Companies, Association of Life Insurance Medi- 
cal Directors, Bureau of Accident and Health Under- 
writers, Health and Accident Underwriters Conference, 
International Claim Association, Life Insurance Asso- 
ciation of America, and Life Insurers Conference. 

The Survey Committee of the Council, which drafted 
the report, is headed as chairman by John H. Miller, 
vice-president and actuary of the Monarch Life Insur- 
ance Company, and includes officials, actuaries and 
research analysis of a number of the larger and better 
known insurance companies in the field. 





US—STATE AID ASKED FOR MEDICAL 
CARE PLANS 

The 

been urged to give early consideration next year to a 

health insurance bill to provide Federal and State 

grants to 


House Interstate Commerce Committee has 


assist voluntary, non-profit prepayment 
health plans. 

The bill 
Republicans in both Houses—Senator Ives (N. Y.), 
Flanders (Vt.) and Pepresentatives Javits (N. Y.), 
Hale, (Maine) and Scott (Pa.). Ives, Flanders and 
Javits spearheaded introduction of substantially the 


same measure in 1949, at which time Vice-President 


has been introduced by a group. of 


Nixon, then a member of the House also was a co- 
sponsor. 

Under the proposed program, which calls for Fed- 
eral grants-in-aid to States agree to 
participate, “the people are—offered the maximum in 


those which 


health assistance with the minimum of government 
interference,” Rep. Javits declared in a statement filed 
with the House Commerce Committee. “Primary re- 
sponsibility for the development of adequate health 
services is placed in the states and local communities 
and in non-profit cooperatives and group practice 
with the fullest 


initiative,” he stated. 


units encouragement to the local 

Local people would determine the “yardsticks of 
medical care” made possible by community medical 
resources, on which the scope of plans would be based, 
Javits pointed out. The plan is based on a fee of a 
percentage of income by those who elect to use it, 
thereby permitting anyone to join a plan, with the 
grants-in-aid helping to make up the difference be- 
tween the standard fee and what an individual might 
be able to afford in premium charges. 

“No one is compelled to join,” he emphasized, “but 
non-joiners lose the benefit of limited public support 
for the health plans.” 

The proposed legislation, he told the committee, 
“is consistent with the recommendations made last 
December by President Truman’s Commission on the 


Health Needs of the 


Nation, and also with recent 
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statements by Health, Education and Welfare Secre- 
tary Oveta Culp Hobby that adequate medical care 
for all could be achieved by “expanding and perfecting 
the system of voluntary, non-profit, privately operated 
health-insurance programs.” 

Despite the fact that more than half of the nation’s 
population has some sort of insurance coverage against 
this 
adequate, Javits stated. 


sickness, protection in many instances is in- 

He cited in support of his argument a survey by the 
University of Michigan Survey Research Center, made 
for the Federal Reserve Board, which found that un- 
paid medical bills are owed by nearly 1 family out of 
5. 

The average debt for each of the 10,200,000 families 
is $105, or a total of over $1 billion, according to the 
study. Nearly one-third of the 15 million families in 
which the family head is less than 45 years of age and 
the children are under 18 owes medical bills. And of 
all the money spent privately for medical care in the 
United States about $1 out of every $9 remains as a 
debt to a doctor, hospital or pharmacist. 

Stressing the “need for early consideration” of this 
legislation, Javits pointed out that President Ejisen- 
hower, in a campaign speech last October, called 
action to make adequate medical care available to all 
“a sound investment,” said that the way to accomplish 
this would be “to build on the system of voluntary, 
non-profit health insurance plans which our people 
and 
added that “the usefulness of Federal loans or other 


have already developed at an amazing rate,” 


aid to local health plans should be explored.” 

The committee should schedule hearings on the bill 
early next session, Javits concluded, “so that the Con- 
gress may have before it a thorough study on which 
to base legislation on this most important issue before 
the American people.” (Journal of Commerce. ) 





THE NONSERVICE CONNECTED 
DISABILITY PROBLEM* 


The growing problem of abuses of Veterans Ad- 
ministration medical care by men with nonservice con- 
nected disabilities is certain to be an issue when the 
83rd Congress reconvenes in January, 1954. This be- 
came quite clear as hearings of a House Veterans 
Affairs subcommittee came to a close. The problem, 
warmly debated during two weeks of hearings by the 
subcommittee headed by Rep. B. W. (Pat) Kearney 
(R.—New York), boiled down to the following: 

1. The American Medical Association, the National 
Medical Veterans Society, the American Hospital Asso- 
ciation and similar groups, are convinced abuses can 
be halted only by unequivocal language in a law that 
will rule out nonservice care in VA hospitals except 
for long term tuberculosis and neuropsychiatric cases. 

2. Veterans organizations with one notable ex- 
ception (AMVETS) are inclined to view the whole 
matter, as one witness put it, as “a tempest in a tea- 


*Connecticut State Medical Journal, September, 1953. 
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Control of Gastric Motility and Spasticity 
in Peptic Ulcer with Banthine® 


“The need! for suppressing gastric 
motility and spastic states is... 
fundamental in peptic ulcer ther- 
apy. Since the cholinergic nerves 
are motor and secretory to the 
stomach and motor to the intes- 
tines, agents capable of blocking 
cholinergic nerve stimulation are 
frequently used to lessen motor 
activity and hypermotility.” 


Banthine? “Shas dual effectiveness; it 
inhibits acetylcholine liberated at 
the postganglionic parasympa- 
thetic nerve endings and it blocks 
acetylcholine transmission 
through autonomic ganglia.” 


It has been shown! to diminish gastric 
motility and secretion significantly as 
well as intestinal and colonic motility. 


SEARLE Research in the Service of Medicine 


The usual schedule of administration 
in peptic ulcer is 50 to 100 mg. every 
six hours, day and night, with subse- 
quent adjustment to the patient’s needs 
and tolerance. After the ulcer is healed, 
maintenance therapy, approximately 
half of the therapeutic dosage, should 
be continued for reasonable assurance 
of nonrecurrence. 

Banthine® (brand of methantheline 
bromide) is supplied in: Banthine am- 
puls, 50 apes tablets, 50 mg. 

It is accepted by the Council on 
Pharmacy and Chemistry of the Amer- 
ican Medical Association. 


1. Zupko, A. G.: Pharmacology and the General 
Practitioner, GP 7:55 (March) 1953. 

2. McHardy, G. G., and Others: Clinical Evaluation 
of Methantheline (Banthine) Bromide in Gastro- 
enterology, J.A.M.A. 147:1620 (Dec. 22) 1951. 
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pot.” In general, they maintain nonservice connected 
medical care in VA hospitals is a right of all indigent 
veterans, and that the VA should not have to in- 
vestigate inability to pay affidavits. In other words, no 
change in the law is necessary. 


3. Supported by AMVETS, the American Dental 
Association struck hard at the “scientifically unsound” 
theory of the service connected tooth and said the 
practice “goes beyond the obligation of the govern- 
ment to the veteran.” This is one of the chief con- 
tributing causes to the projected high cost of the VA 
dental program which threatens to assume huge pro- 
portions. 


4. In the absence of any formal report from the 
Kearney group, collective committee thinking is lack- 
ing. However, a VA suggestion that the whole matter 
be handled simply by administrative changes—a_re- 
drafting of the inability to pay affidavit to include a 
man’s net worth—was well received by members of 
the subcommittee. Chairman Edith Nourse Rogers of 
the full committee informed the House near the close 
of the hearings that the VA proposal seemed “very 
logical.” 


Abuses by veterans with nonservice connected dis- 
abilities in applying for VA hospitalization were de- 
tailed in a government survey placed before the House 
Veterans Affairs subcommittee. It wound up hearings 
on nonservice cases July 21. The testimony came from 
two General Accounting Office officials who reported 
on a survey they made last year of 46 VA hospitals. 





FOR SALE 


Office equipment of the late Dr. H. G. Settle. 
Recently purchased, modern, up-to-date. Used only 


short time. 
For details contact 


H. DeWitt Plyler 
Catawba Oil Company 


Lancaster, S. C. 
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GAO investigators selected about 350 recently dis- 
charged cases where VA records disclosed “strong 
presumptive evidence of ability to pay.” They found 
incomes ranging from $4,000 to $50,000 a year, with 
25 of these having real property and other assets be- 
tween $20,000 and $500,000. 


The GAO concluded: “It is clear that there are 
veterans being hospitalized on the basis of the unable 
to pay affidavit prescribed in the present law who 
are fully able to pay for their hospitalization and 
others who are able to pay in part... . . The present 
law and regulations in effect discriminate against the 
more honest class of applicant. In short, the veteran 
of ordinary circumstances must either perjure himself 
or be deprived of a benefit freely given to other vet- 
erans similarly circumstanced, perhaps less worthy of 
care at public expense.” 


The subcommittee was urged by the American Hos- 
pital Association to recommend legislation that would 
determine which veterans with nonservice connected 
conditions are medically indigent and therefore eligi- 
ble for VA care. William $. McNary, chairman of the 
AHA Council on Government Relations, also stated: 


(1) Congress should vote no further expansion of VA 
hospital system if quality of care is to be maintained, 
(2) number of beds now available in VA _ hospitals 
is more than adequate to meet the need of veterans 
with service connected disabilities and (3) any new 
construction simply will be for care of disabilities 
having no service connection. 
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